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ABSTRACT 
Liposarcoma is an uncommon malignant tumor. It ori-
ginates in the mesenchymal cells, and is the most common 
of the soft tissue sarcomas. The authors report a case of 
a 40 year-old male tennis player with liposarcoma in the 
posterior right knee and distal thigh region.
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CASE REPORT
The patient was a 40-year-old white man who was 
an amateur tennis player. He came to the orthopedics 
and traumatology outpatient clinic at the Assunção 
Hospital and Maternity Hospital, in São Bernardo 
do Campo, São Paulo, presenting tumor formation 
in his right lower limb that had started around one 
year earlier, with gradual progression. He said that he 
had not had any other symptoms such as pain, fever, 
nausea or weight loss.
On physical examination, he presented a good ge-
neral state and was eutrophic, not jaundiced, not cya-
notic and not febrile. On orthopedic examination, he 
presented painless tumor growth on the posterior face 
of the right knee and distal thigh, with fibroelastic 
consistency and without any temperature difference. 
Radiographs of the knee were requested and 
showed increased soft-tissue volume. Ultrasound 
showed a mass of solid appearance measuring 15 x 20 
cm. Because of this, computed tomography and mag-
netic resonance imaging were requested to assess the 
tumor formation better. At that time, it was suspected 
that the diagnosis could be liposarcoma and there-
fore imaging examinations were requested for staging 
purposes (radiographs on the lungs, bone scintigraphy, 
PET SCAN and tomography on the chest, abdomen, 
pelvis and cranium). These were found to be normal 
(Figures 1 to 3). 
With these findings, surgical treatment was scheduled 
(radical tumor excision). During the operation, a tumor 
measuring 18 x 20 cm was removed, and this was sent 
for anatomopathological analysis (Figures 4 and 5). 
The anatomopathological diagnosis was that this was 
a case of myxoid liposarcoma, with free margins. The 
oncologist who was following up the case with the or-
thopedist advised that adjuvant radiotherapy should be 
administered, and this was done (Figure 6).
Two years after the operation, the patient is asymp-
tomatic (without recurrence or metastasis) and is con-
tinuing to practice tennis.  
DISCUSSION  
Sarcomas are rare tumors and originate from prim-
itive mesenchymal cells. They account for 0.1 to 0.2 
% of all cases of neoplasia in adults(1-3). 
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Figure 1 – MRI image of the tumor.
Figure 2 - MRI image of the tumor.
Figure 3 - MRI image of the tumor.
Figure 4 – Intraoperative photograph of the tumor.
Figure 5 - Intraoperative photograph of the tumor.
Figure 6 – Macroscopic detail of the tumor.
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 Liposarcoma is a malignant tumor of adipose tissue. 
It occurs most frequently between the fifth and sixth 
decades of life (rarely in children) and it affects men 
more than women(2,4). 
 It is the second or third most frequent histological 
type among soft-tissue sarcomas and accounts for 8 to 
17% of the sarcomas in most series. Liposarcomas are 
classified as well differentiated, myxoid, round-cell, 
undifferentiated (pleomorphic) and mixed types. Well 
differentiated liposarcomas present low degrees of ma-
lignancy and rarely present metastases. Poorly differen-
tiated liposarcomas often have aggressive behavior and 
can present recurrence and metastases in most cases. 
For this reason, determining the histological subtype 
and degree of differentiation are important for applying 
correct treatment(4-6). 
 This pathological condition originates from primi-
tive mesenchymal cells, rather than mature adipose 
cells, and presence of adipocytes is not a prerequisite 
for its development(4,7). 
 It generally has the characteristic of slow and pain-
less growth. The sites most frequently affected are the 
limbs and retroperitoneum (almost always in deep 
structures and originating from fascial planes between 
muscles)(3,8,9). 
 The clinical picture for this disease generally in-
volves asymptomatic patients, but cases may present 
pain, fatigue, weight loss, nausea, vomiting and in-
creased occurrence of varicose veins(10-12).
 This disease may metastasize, and this most fre-
quently affects the lungs and liver. The complementary 
imaging examinations used are computed tomography, 
magnetic resonance and angiography, but the diagnosis 
is made only from the anatomopathology(10,13).
 The treatment is surgical and may or may not be 
complemented with radiotherapy and chemotherapy. 
This tumor presents a five-year prognosis of 88 to 
100% in well-differentiated cases and 50% in undif-
ferentiated cases(2,5,9). 
 The myxoid type is most common and accounts for 
45 to 55% of all liposarcomas. It is composed of three 
main tissue types: lipoblasts, delicate plexiform capil-
lary pattern and myxoid matrix (containing abundant 
non-sulfated glycosaminoglycans)(2,11). 
Recurrence of liposarcomas of all types is com-
mon. This generally becomes apparent more than six 
months after the surgery, but it may occur five, ten 
or thirty years later. The frequency of metastases is 
directly related to the degree of histological differen-
tiation. For the myxoid and well-differentiated types, 
the incidence of metastases is lower than it is for the 
pleomorphic and undifferentiated types. Around 10% 
of the patients with lower-limb liposarcoma develop 
a second lesion in the retroperitoneum that appears 
two or more years after the primary lesion. The factors 
that increase the risk of local recurrence have been age 
greater than 50 years, recurrent disease at the time of 
presentation, positive primary histological margin and 
primary tumors of peripheral nerves. Radical excision 
of the tumor continues to be the treatment of choice for 
deep liposarcoma(1,2).
Postoperative radiotherapy is a valuable adjuvant 
to surgical treatment, especially for the myxoid type(6). 
Because of these factors, the case of an amateur ten-
nis player with a diagnosis of knee liposarcoma who 
was diagnosed and treated in accordance with the lit-
erature was presented here.
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